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of the disease, and especially from the fact that the tumors may undergo 
spontaneous involution, that the view which classes it as a sarcoma or related 
disease is erroneous; and states that if the affection in its entire course be 
studied clinically and histologically, this becomes evident. His own view is 
that it is a typical chronic infective disease, and that Bazin’s view of its analog}* 
to leprosy has much evidence in its favor. 

Impetigo Contagiosa. 

A paper on this disease is contributed [Darners Texas Medical Journal , 
August, 1886) by Beall. His experience embraces twenty-four cases. Clini¬ 
cally the cases illustrated the disease as ordinarily described. A peculiarity, 
in a few of the cases, in the separation of some of the crusts from the underly¬ 
ing skin was noticed—detachment beginning at the centre and progressing 
centrifugally. When this occurred the maculation showing the site of the 
lesion, and which persists for some time afterward, displayed different degrees 
of intensity in concentric rings—the darkest at the periphery, and the lightest 
at the centre. This peculiarity, when present, the writer thinks may be con¬ 
sidered pathognomonic. At the time of observation of the first group of 
ease*, smallpox was prevalent, ami hence vaccination largely practised, and 
in these eases there may have been some relationship between that operation 
and the contagious impetigo; in the group of cases recently observed, how¬ 
ever, no relationship was demonstrable. In examination of the crust a pecu¬ 
liar microorganism was discovered, to which, in the author’s judgment, the 
disease is to be attributed. The same organism was subsequently found also 
in the fluid of a matured vesicle. The crust was treated with a three per 
cent, solution of pure caustic potash, then stained with eosin, and mounted 
in glycerine. The examinations were made with a one-fifth Gundlacli ob¬ 
jective, D eye-piece, and amplifying tube. Differentiation was facilitated 
by staining. In the microscopic field could be seen epithelium, scattered oil 
globules, and crystals of margarine, and numerous minute, round, and oval 
bodies. These last, the microorganisms, were constant, and “ in all probability 
the direct factor in the etiology of the disease.” Thescorganisms, under white 
light, were colorless, highly refractive, spheroidal and ovoidal, and svav 
ct’oit of au inch in diameter, and scattered through the field singly or in pairs. 
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The Desirability of the Early Performance of Laparotomy in 
Cases of Abdominal Pregnancy. 

Lusk {Brit. Med. Journal, December 4,1886) first narrates his case, which is 
briefly as follows: 

Sirs. B., ret. thirty-five, menstruated regularly until the end of October, 
1883. On Oct. 24th of the same year, and also on Nov. 6th and 7th, she had 
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severe attacks of pain referred to the right side, hut radiating over the abdomen. 
Pregnancy was diagnosticated, and confinement expected in July, 188-1. On 
July 17th there was some vaginal discharge, a few pains, but no other signs of 
labor. Doubt was now cast on the supposition of pregnancy, one consultant 
alleging it was cystofibroma of the posterior uterine wall. The tumor di¬ 
minished after the death of the foetus, and was considered an abdominal 
pregnancy by Drs. Fordyce Ilarker, Thomas, and Lusk, who were now con¬ 
sulted. Operation was advised hy them should dangerous symptoms arise, 
but was put off on other advice, until her strength was reduced by diarrhoea 
and septic mischief. In March, 1886, the condition was serious: pulse rapid, 
temperature 104° F., great emaciation and nmcmia. Operation was performed 
on March 19th, as follows: After a median incision below the navel, the sac, 
non-adherent to the abdominal walls, was opened. Colorless water and fetid 
gas escaped, and then a macerated shrunken foetus was removed, but no trace 
of placenta or cord could be found. The edges of the sac were stitched to 
the abdominal wound, free stimulation employed, but the patient sank forty 
hours afterward. On post-mortem it seemed as if the ovum had developed 
in the fimbriated end of the Fallopian tube. 

Lusk adds four tables of cases as an aid to settling the point of early opera¬ 
tion or not. In Table I. there are 29 cases of abdominal pregnancy, ending in 
fistulous openings; of these 9 died, and many of the remainder can hardly be 
dignified with the term “recovery.” In Table II. 8 cases are given where 
death occurred before fistulaj formed. In Tables III. and IV. there are col¬ 
lected 52 cases of laparotomy (secondary) for abdominal pregnancy, with a 
mortality of 15, and recovery of 37. This does not give a fair picture of what 
might have been done, as in only 3 of the 15 could the operation be charged 
•with the fatal result. In Table V. 11 cases of primary operation arc recorded, 
■with two maternal recoveries, and two children saved. Lusk is caut ious in his 
conclusions, but recommends primary laparotomy and improvement in the 
technique of secondary laparotomy in the direction of earlier operation and 
entire removal of the sac. 

The following few cases illustrate the moot question of the treatment of 
early tubal pregnancy: 

Lawson Tait ( Brit. Gynec. Journ., November, 188G) showed a preparation 
of tubal pregnancy removed after rupture of the sac. The patient was so col¬ 
lapsed that operation had to be delayed for some hours until the use of stimu¬ 
lants and hot-water bottles brought on reaction. The left tube was then 
removed by laparotomy, and a large quantity of blood removed. Recovery 
was uninterrupted. 

Hart {Bril. Med. Journ., December 4,188G) records a similar successful case. 

Munde {Am. Journ. of Obstetrics, January, 1887) showed at the New York 
Obstetrical Society a specimen of tubal pregnancy. The patient was admitted 
into hospital with the history of sudden violent pains, and collapse occur¬ 
ring the day before. The pulse was 120, respiration 24, and abdomen tym¬ 
panitic. From this, and the fact that the patient had menstruated six weeks 
before, rupture of a Fallopian tube and pregnancy were diagnosticated. The 
usual palliative treatment was employed, hut the patient suddenly col¬ 
lapsed in a few days. On post-mortem, a tubal gestation firmly adherent in 
Douglas’s pouch, was discovered with a slight rent on its posterior surface. 
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The pathologist expressed his opinion that it would have been impossible 
to arrest the hemorrhages by laparotomy. In the discussion on this speci¬ 
men, Dr. Janvrin related a case where, after recovery from partial rup¬ 
ture, he applied galvanism to destroy the fa-tus. The morning after the third 
stance, nine days after the first hemorrhage, the patient was seized with tre¬ 
mendous bleeding, and died in forty hours. On post-mortem, a slight rupture. 
Involving a small artery, was found, as well as a second and more complete 
rupture at the same point. 

Case of Extra-uterine Gestation Arrested by Electricity. 

Dr. AvELING’s case {Brit. Med. Joum., December 4,188G) had the ordinary 
symptoms and signs of extra-uterine gestation, viz., suppression of menstrua¬ 
tion, occasional severe colicky pains, expulsion of portions of decidua, and, 
finally, at the third and fourth months, a retro-uterine tumor steadily in¬ 
creasing in size. Dr. Aveling applied the interrupted current, the negative 
pole over the swelling felt through the vaginal roof, the positive over the 
abdominal wall. Eacli application lasted ten minutes, and after four such, 
made on consecutive days, great improvement took place, the tumor becoming 
decidedly smaller and pain lessening. In two months the swelling, originally 
the size of a man’s fist, could be felt only as a small elongate body. 

Extra-uterine Gestation Treated by Galvanic Puncture. 

Dr. Petch {Brit. Med. Journ., December 4,188ti) used the galvanic current 
in his case passing insulated needles into the tumor. A LeclancbG battery 
was used and the current of thirty cells allowed to pass for an hour. 

In Dr. Fetch's case the gestation had gone on beyond the fifth month as 
fcetal heart sounds were heard, and foetal movements felt by the patient. The 
day after the current was used, the heart sounds were feeble and in three days 
could not be heard. Twelve months afterward the tumor was the size of a 
cocoanut, and iu three years it had disappeared. 

In this case the galvanic current was used “ from consideration of its well- 
known chemical effects in the coagulation and decomposition of albuminous 
tissues, and its power of splitting up both organic and inorganic substances 
into various absorbable products.” 

The following facts should be remembered in connection with the use of 
electricity in early extrautcrine gestation. 

1. The placenta may grow after the foetus is dead. 2. Manipulation of the 
uterus, such as passing a sound into it, may cause rupture of the sac. 3. The 
dead frntus may not he absorbed. 4. Diagnosis is doubtful in some cases. 

Case of Forcible Tearing out of the Uterus, and Complete 
Destruction of the Recto-vaginal Septum ; Recovery. 

Sciimalfuss reports ( Ccntralbl. fur Gy nut.. No. 46, 188G) an interesting 
medico-legal case, showing the tolerance of the female pelvic organs to the 
most violent injury. 

31. B., forty years of age, was brought by the police to the Infirmary. The 
history given was as follows: The patient had been drinking with two work¬ 
men, who afterward had connection with her consent. She then felt great 
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pain in the lower part of the abdomen, and became unconscious. Fourteen 
hours elapsed before she was attended to medically, when the following was 
found to be her state: 

She was stupid looking, clothes covered with mud and blood, and in some 
respects looked like a woman who had been confined. The pulse was feeble, 
easily compressible, but not specially bad; sensoriutn clear; no fever and no 
pain, except a burning in the lower part of the abdomen. On local examina¬ 
tion, a fleshy lump was noted protruding from the introitus vaginas; it was 
covered with clots and mud, and at first sight looked like an expelled pla¬ 
centa. When cleansed, however, it was discovered to be the uterus torn from 
its attachments, and brought outside the vaginal entrance, so that the os 
looked to the anterior vaginal wall, and the fundus to the ground. The whole 
recto-vaginnl septum was torn through, and the uterus retained only by the 
remaining part of the anterior vaginal wall and the left ligaments. At the 
lateral angles of the uterus one could see parts of the round ligaments, the 
tubes, and the broad ligaments, and at the fundus and posterior wall false 
membranes; the ovaries were not in sight, and the bladder and urethra were 
uninjured. There was no bleeding. The bladder was allowed to remain full, 
so as to prevent any further prolapse of abdominal contents. 

The treatment adopted was ns follows: The uterus was severed from its 
remaining attachments, elastic ligatures being employed. The lacerated por¬ 
tions of the vagina and septum were removed, the cloaca washed out with 
corrosive sublimate (1:5000), and plugged with iodoform gauze. The patient 
recovered, and when examined on the twenty-first day had the following local 
condition: A deep cloca was present, whose anterior and antero-Iateral walls 
were vaginal, the posterior and postero-lateral being rectal mucous membrane. 
Bridges of granulation tissue lay between. By two plastic operations the 
recto-vaginal septum and sphincter ani were restored. 

This injury had evidently been caused by the perpetrator passing his hand 
into the rectum, seizing the uterus, and forcibly dragging it out, the recto¬ 
vaginal wall being necessarily torn. The full bladder, fainting of the patient, 
and the old uterine adhesions, helped to reader the injury so far harmless. 

Core of Severe Puerperal Disease by Amputation of the Septic 
Corpus Uteri. 

Schultze, of Jena (Deutsche mcd. Woch., Nov. 4, 1886), records here a 
remarkable case where he amputated a bicornuous uterus for retention of the 
placenta in the pregnant horn and septic infection. 

F. S., twenty-one years of age, had, in the seventh month of pregnancy, a 
dead child born (Sept. 7). The placenta was retained, and the midwife, in her 
attempts to remove it, tore away the cord. Some time afterward the medical 
man who was summoned found the cervix of the double uterus so narrow 
that he was unable to reach the placenta. Expression was of no effect. She 
was then taken into hospital, and on the following day the same difficulty 
felt. Hot baths, the constant current, and deep narcosis had no influence on 
the calibre of the canal, which scarcely admitted a finger. 

On the 9th the evening temperature was 89.9° C., and there were rigors, 
with putrid discharge. 
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On the 10th examination under deep narcosis was again had recourse to, 
and a stricture admitting the finger found in the right horn. The left horn was 
empty. In the right the placenta was found adherent, and a small stinking 
piece was removed. On the 11th the temperature was 40.1° C., and there 
were rigors and beginning peritoneal disturbance. Laparotomy was therefore 
performed on the morning of the 13th (sixth day of puerperium). Schnltze 
had before him three courses, viz., to do a conservative Caesarean section, 
removing the placenta only, or if necessary to remove the horn with the 
placenta; most probably he considered the amputation of both horns would 
be required. The incision from navel to symphysis was made in the middle 
line, the uterus turned out with the hand, an elastic ligature applied, the 
uterus incised, and the stinking placenta removed. The uterine wall was 
found to be rotten, the putridity extending to 2 mm. below the peritoneal 
reflexion. As the left horn was also discolored, amputation of both horns 
was imperative. There was an exudation in the pelvis. The infundibulo- 
pelvic ligaments (of the ovary) were found so short that a pure Porro’s opera¬ 
tion could not be carried out. These ligaments, therefore, were tied and 
divided, the uterus and ovaries brought out, and any part of the broad liga¬ 
ment gaping between the elastic tube and the ligatures stitched with a running 
catgut suture. It was evidently impossible to treat the pedicle by Schroder’s 
method for fibroids, as pus could be squeezed out of the lymphatics of the 
stump; it was therefore fastened in the abdominal incision according to 
Hegar’s method, the peritoneum stitched to it below the elastic tube, the 
surface of the stump seared, and afterward chloride of zinc applied. The 
temperature soon fell, and on the ninth day the seared portion of the stump 
was removed with scissors. 

Sehultzc finally lays down the following indications for such interference, 
viz., the mischief must be in the uterus, and the possibility of septic throm¬ 
bosis and embolism elsewhere must be excluded. [In a case of pregnancy in 
the horn of a' double uterus which I saw in consultation, the labor came on 
at the seventh month, the placenta was adherent and removed with difficulty, 
and only after deep narcosis, owing to marked spasm of the contraction ring. 
The patient made a bad recovery.] 

Ingleby Lectures ox Abdominal Surgery. 

Mr. Tait records {Medical Press and Circular , Nos. 20 and 21, 188G), inter 
alia, a case where he performed abdominal section for puerperal peritonitis. 
The patient was under Dr. Lycett’s care, and had a severe operative labor. 
On the third day acute peritonitis appeared in the right iliac region, and soon 
became general. There was great distention on the fifth day, pulse 135, hic¬ 
cough, and incessant vomiting. Next day, when seen by Mr. Tait, the pulse 
was uncountable, and bilious vomiting present. 

On abdominal section the mischief was found in the right iliac fossa, where 
the uterus was fixed to the pelvic brim. Bloody purulent fluid was evacuated 
after the adhesions were broken down: a glass drainage tube was passed deep 
into the pelvis, and the wound closed. The pulse soon fell, vomiting ceased 
at once, and the patient recovered. 
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Acute Peritonitis; Operation and Recovery. 

Dr. J. W. Taylor records (British Medical Journal, December 18,1886) a 
case of abdominal section for general peritonitis caused by rupture of an 
abscess of the ovary. The patient was attended during labor (September 29, 
1886) by Dr. Phillips, and had forceps applied for uterine inertia. On the 
third day she had pain in the left iliac region, and up till the end of October 
had intermittent feverish attacks, with pain and tenderness there. On 
November 11th she was seized with sudden pain and vomiting. Next day 
her temperature was 104° F., pulse 100. The abdomen was distended and 
tender, and an ill-defined swelling could be made out behind the uterus on 
vaginal examination. 

Abdominal section was performed on November 14tb, when Eero-purulent 
fluid was found in the abdomen and pelvis. The left uterine appendages, 
intestines, and omentum were matted, but ultimately the Fallopian tube and 
ovary were isolated and brought up. The ovary was then found to contain 
an abscess, which had hurst by two ulcerated openings. The tube and ovary 
were, therefore, removed by ligature, the abdomen well washed out with warm 
water, and a drainage tube inserted. The patient was convalescent November 
28th, temperature and pulse being normal. 

Fibrou6 Poylpi Complicating the Puerperidm. 

In this communication Hali.iday Croom mentions briefly the previously 
recorded cases similar to his, and then narrates two observed by him. 

Case /. Patient was first seen with retroverted and enlarged uterus; poly¬ 
pus was suspected. After dilatation with tupelo tents, the base of this polypus 
was felt, but Croom was unable to remove it. When next seen the patient 
was six months pregnant, and after spontaneous premature labor there was 
so much hemorrhage that the inside of the uterus was explored, and a polypus 
about the size of an orange twisted ofi' from the fundus. 

Despite intrauterine injection of corrosive sublimate, the patient died from 
septicaemia on the sixth day. 

Case II. was somewhat similar, except that the labor was normal, and the 


patient recovered. Tiie recorded eases are 21, grouped as follows: 

1. Non-gangrcnous, in which a healthy tumor was expelled 

without any artificial aid.5 

2. Gangrenous . G 

3. Gangrenous or non-gangrenous removed artificially with hand 

or instrument.10 

Total.21 


Budin, in his Obstetrique cl Gynecologic (1886), records a case where labor 
was so obstructed, but the tumor was not expelled. 


Death from Sublimate Poisoning after two Vaginal Injections. 

Since 1885 corrosive sublimate has been used in the Prag. Obstetric Klinik, 
under Prof. Breisky’s care, but in renal cases, in those with intestinal troubles, 
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and in anaimic and badly nourished women uterine injections of it were not 
employed. For bathing the external genitals and as a vaginal douche, 
1:2000 was the strength of the douche, and if repeatedly used it was diluted 
to 1:4000. Up to August 28th of this year, according to Fleischmann 
“T odliche Sublimatvergiilung nach einer zweimaligen Scheidcnousspulung.” 
Ckntralbl. fur Gynui., Xo. 47, 1886), 1620 cases were so treated with no bad 
result until the following: 

M. C., seventeen, primipara, had been well during pregnancy with no 
symptoms of kidney affection. On the first day of her labor, August 28th, 
the vagina was douched with 1:2000 corrosive sublimate before and after a 
vaginal examination. Prior to this examination a small quantity of bloody 
slime had passed from the genitals. After the second douche pain was felt 
in the lower part of the abdomen with vomiting and diarrhoea. Carbolic 
douche was now employed and some laudanum given for the diarrhoea. The 
child was born on the 29th, the vagina being douched with carbolic lotion 
after the expulsion of the placenta, and catgut sutures applied to the perineal 
and vestibular tears. 

The puerperium was briefly as follows: 

August 29th (afternoon). Six fluid motions, salivation, scanty urine. 

30th. Gums spongy; grayish-white spots below the tongue; throat con¬ 
gested ; urine scanty and albuminous, with hyaline and granular casts, kidney 
and bladder epithelium, and broken-down red blood-corpuscles. 

The diarrhcea and scanty urine continued; tympanites began on the 31st 
and deatli from coma occurred on September oth, eight days after the use of 
the sublimate. 

Post-mortem examination showed acute Bright’s disease, dysenterj*, ulcer¬ 
ated stomatitis and pharyngitis, parenchymatous degeneration of the myo¬ 
cardium and liver, pneumonia, acute cystitis, and imperfect involution of the 
uterus. 

Fleischmann discusses this case and comes to the conclusion that corrosive 
sublimate poisoniug had occurred, the sublimate passing into the circulation 
through smnll lesions of the mucous membrane at the internal os. He be¬ 
lieves with Thorn (Volkmanris Samml., Xo. 2o0) that corrosive sublimate 
should never be used for vagina! or uterine douching, but only for the skin 
surfaces of the patient and medical man. Carbolic acid should be employed 
as a substitute in the former instances. 

[This case is certainly exceptional. Mischief might have arisen from car¬ 
bolic acid. It is probable that the sublimate passed by some mischance 
directly into the circulation. The fatal injections were given by a midwife, 
and it is not stated if any forcible dilatation was used.] 

The Origin, Diagnosis, and Surgical Treatment of Genital 
Tuberculosis in Women. 

For some time-HEGAR (Die Enslehung, Diagnose, und ehlrurgische Behand- 
lung der Gcnitallubcrculose des T Veibcs) had in his castration cases met with 
instances where the Fallopian tubes contained cheesy matter. Mandach, a 
Swiss practitioner, had, in 1882 and 1883, removed a tubercular kidney and 
afterward a tubercular Fallopian tube from a patient successfully, while 
Czerny had also removed a tubercular tube in a case of tubercular peritonitis. 
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Hegar had considered his cases a3 adhesive peritonitis with thickened pus in 
the tubes, and as a condition following pyosalpinx. The first thing thut cast 
doubt on this idea was the occurrence of pulmonary disease afterward in such 
a patient: and he, therefore, reconsidered all such from a new etiological 
standpoint. 

In the monograph, Hegar considers the subject of genital tuberculosis with 
special reference to diagnosis, origin, and treatment by laparotomy when 
pelvic in women. 

The subject is so interesting and valuable that we abstract it fully. 

Origin. Tuberculosis does not affect the testicle and ovary so frequently as it 
docs the Fallopian tubes or epididymis. The body of the uterus, the vas 
deferens, and especially the cervix uteri, are rarely attacked : the vagina is less 
frequently involved than the uterus and tubes. Friedlander observed an isolated 
tubercular eruption below a shallow ulcer near the os uteri: nowhere else was 
there a similar affection. As to the frequency of primary genital tuberculosis, 
Dr.Mosler found eight out of forty-six instances primary; Frcrichs,in ninety- 
six post-mortem examinations of tubercular bodies, found the sexual organs 
involved fifteen times, in three of these the affection being primary. 

In men, genital tuberculosis, secondary or primary, is more common than 
in women, so far as one can trust statistics. 

Hegar then discusses the question of the latency of genital and peritoneal 
tuberculosis, pointing out that it may run a slow, chronic course, and may 
spontaneously cure by caseation or suppuration. Cases of cure of peritoneal 
tuberculosis are not rare, and have been recorded by Wells, Neumann, and 
others. In men there is greater opportunity for cure than in women; but, 
although the Fallopian tube may be perforated, or the disease.may spread 
through the ostium abdominale, it may become encapsuled by adhesion to 
neighboring organs, more especially to the posterior surfuce of the uterus or 
broad ligament. 

The tubercular poison may reach the sexual organs either from without or 
through the body from other previously affected organs. Thus the phthisical 
sputum, or stool, may pass into the vagina from without, and set up mischief, 
as in cases where, on post-mortem, one finds lung excavation, ulceration of 
the bowel and vagina, without disturbance of the rest of the sexual tract. 

The extension through the body is well known, and happens as follows: 
Tubercular affection of the intestine is present, and spreads through the wall 
of the bowel to the peritoneum, and thus affects the tube. It may pass along 
its lumen and into the uterus, owing to the ciliated epithelium. The bacilli 
have been detected in the folds of the fimbriated end by Schramm, the rest 
of the tube remaining sound. 

The tubercular affection may further spread by perforation of a tubercular 
ulcer of the intestine. In one case the ulcer was rectal, opened into the 
vaginn, and in this way the vagina, uterus, and peritoneum were affected, but 
not the tube. Most authors consider the blood stream as the usual carrier. 
In one case, of a five month’s pregnancy, where the mother died without 
abortion, from miliary tuberculosis, no tubercle or bacilli were found at the 
placental site nor in the fajtus. 

In infection from without, the contagion may be conveyed by the finger, by 
irrigation tubes, etc. Coitus and puerperal conditions also afford oppor¬ 
tunities. 
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Genital tuberculosis is more frequent in adults than in childhood, or 
after the menopause. Fernet gives four cases of women with primary sexual 
afTection, after association with phthisical men; and, on the other hand, one 
case of caseous epididymitis in a man with no phthisical heredity, after sus¬ 
picious intercourse. A case of cystitis (tubercular) after coitus, is also recorded 
where bacilli were found. 

While no case of primary tuberculosis during pregnancy is kuown, it has 
often been noted after full time or premature births. This affection may be 
then acute, death occurring in nineteen to thirty-three days, but is also chronic. 

We pass over the account of infection by vaccination, circumcision, instru¬ 
ments of gynecologists, as well as Hegar’s comparison to gonorrhoeal poison, 
merely remarking that the bacillary nature of tuberculosis explains such 
instances, that one can also understand mixed infection (gonorrhoea and 
tuberculosis) and that the tubercular poison may pass either along the mucous 
genital tract or by the lymph spaces of the connective tissue. 

Diagnosis. The points to be considered in diagnosis are, heredity, the 
occurrence of infantile affections, and opportunities for infection. 

The clinical picture will vary according to the site and extent of the process. 
We may have colpitis, endometritis, and especially chronic pelvic peritonitis; 
and, when chronic, we may have secondary nervous symptoms, with painful 
menstruation, sometimes profuse, sometimes scanty. Increase in temperature 
may be slight. 

Early appearance of marked peritoneal exudation is noteworthy, and lung 
or bowel tuberculosis occurring with pelvic exudations will awaken the sus¬ 
picion that the pelvic condition is also tubercular. The physical conditions 
are the most important. In vaginal tuberculosis we have miliary nodules, 
caseous masses, and ulcers. Detection of the bacilli is necessary to diagnosis. 
The tuberculous uterus is large, partly from tubercular infiltration, and partly 
from hyperplasia of its normal elements. Nodular enlargement may be found 
in the tubes, but the uterine enlargement is usually uniform. The affections 
of the tubes may be such that they are sausage-like or beaded, the enlarge¬ 
ments varying in size from a bean to a walnut. These may blend and give a 
rounded tumor. The position of the tubes is altered— i. c., they may He at the 
side of the uterus, on the posterior or lateral pelvic walls, or in Douglas's 
pouch. They are seldom in the vesico-uterine pouch. Adhesions may occur 
altering the above conditions, and binding the tubes to the posterior aspect of 
the broad ligament. 

The appearances given are like tubal dropsies, but on section of the tube 
in pyosalpinx we do not get circumscribed swellings. In tubercular tubes 
Hcgar could squeeze out caseous, wormy masses, evidently from the tube 
lymphatics. 

The tubercular nodules are, in addition, angular and polygonal, and may 
vary in consistence. The rest of the pelvic peritoneum (broad ligaments, 
utero-sacrul ligaments) may be thickened and infiltrated, and, of course, we 
may also have general miliary peritonitis. A second form of tube afTection is 
found where ovaries, tubes, and broad ligaments, and even uterus are matted 
in one large mass. This condition is difficult to separate from malignant or 
inflammatory conditions of the pelvic organs, and diagnosis in such instances 
is not easy. 
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Treatment. The importance of prophylaxis is evident. The marriage of 
the phthisical must be forbidden or limited. Phthisical and general patients 
should not be classed together, and in regard to instruments we must look on 
tubercular infection as we do on that of wounds. Phthisical sputum and 
stools must be disinfected, and phthisical nurses should not be allowed to 
attend puerperal 

The initial stages of colpitis and endometritis have not been observed as 
yet, but if detected might be cured by curetting and the use of iodoform. 

Extirpation of the uterus per vaginam, supravaginal excision of the cervix, 
removal of the tubes and ovaries, or, finally, mere abdominal section with 
drainage, are all operative possibilities. We must remember that tubercu- 
culosis is slower than carcinoma uteri, and that operative interference, even if 
incomplete, may bring about a cure. Removal of the tubes, ovaries, or uterus 
is indicated when their tubercular affection is primary, and not tending to 
quiescence. When secondarily affected, they may still be operatively treated 
if the changes in the other organs are not causing injury, or are yielding to 
treatment. Fresh tubercular peritonitis is no hindrance to operation. 

The contra-indications to operative treatment are advancing disease in other 
organs, in which tlie genital disease plays only a secondary part; a greatly 
run-down condition, and great fixation of the affected organs, which not rarely 
indicates breaking down. One can, however, in such cases, open the abscesses 
and cavities. 

Vaginal extirpation of the uterus can only be exceptionally practised, but 
when tubercular affection of the mucosa has not passed too deeply into the 
wall, we can employ curetting, cauterization, and application of iodoform. 
When the tubes are also affected, their vaginal extirpation is difficult, owing 
to uncertainty in the arrest of hemorrhage. Supravaginal amputation of the 
cervix needs no special remark, and we, therefore, pass on to the question of 
salpingotomy with castration. 

Salpingotomy and castration can be practised when the tubes, ovaries, and 
neighboring portions of the broad ligaments are involved; when the uterus is 
simultaneously involved, but gives hopes of yielding to a later intrauterine 
treatment, or when peritonitis indicating abdominal section is present. 

Hegar specially alludes here to the difficulties encountered when dense adhe¬ 
sions are present, and warns against mistaking the surface of the broad liga¬ 
ment affected, penetrating it, and causing bleeding in attempts to enucleate. 

The posterior lamina of the broad ligament is the one on which the tuber¬ 
cular tubes and ovaries usually lie. 

In one case he treated a fixed uterine adhesion (three centimetres in diam¬ 
eter) by the extraperitoneal method: and, as the other tube had been deep 
and fixed, and breaking down caseous matter present, with parenchymatous 
bleeding going on, be penetrated the vaginal roof, and plugged with a long strip 
of iodoform gauze, bringing the end into the vagina The result was good. 

In one case a small tubercular nodule was on the uterine horn and required 
intraperitoneal ligature. If the uterine cavity is opened, however, one must 
treat it extraperitoneal. When the broad ligaments are unyielding, the elastic 
ligature may be necessary. 

The opening and evacuation of tubal tumors through the vagina or abdominal 
walls, with subsequent drainage, injections, etc., may be employed, when the 
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patient's strength and the condition of the other organs permit. The rela¬ 
tions here are much as in pyosalpinx. The tube walls are often intact and 
the cavities closed by ndhesious of the fimbriated end. The ostium abdomi- 
nale may, however, be patent, and the wall of the tube perforated. Thus the 
contents may escape and set up a septic peritonitis. The tube may, in great 
part, be destroyed and then the cavity made up of false membranes and the 
pelvic walls or organs. The tumor may be iu the true pelvis or projecting up 
to the abdominal wall, or separated by omentum and intestine. Seldom is it 
adherent to the parietal peritoneum. 

The operations on such tubercular cavities have been performed by Aran, 
who punctured per rectum. Hegar has performed salpingectomy and castra¬ 
tion in six coses. Mundach has performed it once with a good result. 

Hegar’s results have been as follows: One patient died; a second was well 
six months after the operation. A third was well six months after, and was 
free from pain; had not menstruated. Then the period returned as well as 
the pain, and suspicious lung symptoms came on. The ultimate result three 
years after the operation has been good. A fourth case hud double pleurisy, 
apex pneumonia, and other troubles four months after operation, but is now, 
a year after, in good condition. The fifth and sixth cases gave good results. 

The following are some of the cases: 

Cate I. History of suspicious (tubercular) illnesses in childhood; defective 
development of the uterus (infuntile). Amenorrhooa with menstrual moli- 
mina; remains of old pelvic peritonitis; tubes with caseous contents. Cas¬ 
tration and salpingectomy. Cure. Tubes and ovaries were found adherent and 
the former were follicular. The tubes were dilated and caseous, the fimbriated 
end closed. The diagnosis was based on the pelvic condition, the history, 
and the lung condition. 

Oise IV Phthisis in the family; dysmenorrluea; attacks of pain, espe¬ 
cially during the menses. Primary tuberculosis of the tubes; castration and 
salpingectomy; discovery of the bacilli. 

Cate V. Beginning of the disease in childbed with endometritis; swell¬ 
ing of lymphatic glands; menorrhagia. Castration and salpingotomy; 
recovery. Six months after, pleurisy and lymphatic swellings. Condition 
good one year after. 

Tubal Disease. 

A. Martin, of Berlin, points out {ZeiUchrift fur Geburtshul/e und Gyndh 
Bd. xiii. Hft 2) that the chapter on tubal disease is usually one of the shortest 
in text-books, and one leaving little impression on the reader. These dis¬ 
eases have, however, received attention from several during the last ten years. 
Hegar, in his classical work on castration, as well as through his pupils, lias 
given his operative experiences. Lawson Tait has vindicated a special rule 
in the sexual life for the tubes; while Martin and his assistant, Bertram, have 
published diagnostic and pathological points. Veit has written specially on 
tubal pregnancy; and Hegar has recently published a special monograph on 
tuberculosis in the tubes. The special works of Hennig and Band! must also 
be taken into account. 

Winckel, in 500 cadavera, found the tubes affected in 300. Martin, in 1000 
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unpicked patients in his Policlinik, found 63 suffering from it, apart from 
many cases where it was secondary. 

Passing over statistics as to age, existence of other pelvic conditions, we 
note that in 147 cases, chronic or acute, eudomctric disease was the source of 
the tubal mischief. 70 times it was in relation to the puerperium, especially 
that of premature labor. 

55 patients were gonorrhceal, 3 had still fresh traces of syphilis, and 10 
were tubercular. In 122 cases there were changes in the pelvic peritoneum, 
ovaries, and broad ligaments, and in 11 the passage of the mischief from tube 
to peritoneum was traced; in no case was it noted as advancing from peri¬ 
toneum to tube. In 2 (of the 11) the tube burst; in the others the mischief 
happened from the passage of fluids into the peritoneum through the ostium 
nbdominale of the tube. 

In 91 cases both tubes were affected, in 58 the right only, and in 138 the left 
only. In regard to the structure of the tube, Martin briefly mentions its 
mucous membrane, arranged in folds running in the long axis of the tube, 
and the absence of glands and papilla;. The folding of the mucous membrane 
is most marked at the abdominal end of the tube. The musculature is most 
marked at the uterine ends. 

The inflammatory processes may be I. Endo-safpingitis, or catarrhal salpin¬ 
gitis, II. Interstitial salpingitis, and III. Follicular salpingitis. 

In endosa/pingilis there is swelling of the folds of the mucous membrane, 
abundant small-cclled infiltration of the mucous membrane, the epithelium 
remaining intact. The vessels arc distended, and ecchymoscs are seen here 
and there. 

In interstitial salpingitis we have an analogous change in the muscular wall; 
the tube i3 of a size varying from that of a lead pencil to that of the little 
finger. The mucous membrane points at the ostium abdominnle. 

In follicular salpingitis the wall is thickened and enlarged by the presence 
of what are like cysts on section; the wall seems alveolar and small-celled 
infiltration with loss of the mucous membrane epithelium is present. Further 
developments depend on the changes in the muscular walls, in the lumen of 
the tube, or on the advent of microorganisms. Wc may thus get disten¬ 
tion, muscular hypertrophy, atresia, occlusions of the abdominal end, hydrops 
tubas, and so on. 

The microorganisms which may infect are those of puerperal sepsis, gono¬ 
cocci, tubercle bacilli, and, in one case, of actinomycosis. The first, Martin, 
believes to he the most common. 

In the symptomatology of tubal disease, Martin emphasizes the localization 
by the patients of the pain in the side of the pelvis, as well as the colicky 
pains which occasionally end with the escape of fluid from the uterus. Most 
of the patients complain of profuse pain and irregular menstruation, and 
have marked disturbance of the general health. 

The diagnosis is also made out by palpation, in the way well-known to 
those who practise bimanual examination. 

In treatment, Martin points out the value of medicine, especially antiphlo¬ 
gistic remedies, as only one-fifth of his cases required extirpation. Bleeding, 
rest, energetic action on the bowels, and narcotics during the paroxysms of 
pain, as well as remedies causing absorption, should be employed. In gonor- 
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rhceal cases Martin has used, with good results, unguentuni hydrargyri 
cinerium. 

In 72 cases he removed the tubes and ovaries; in 30, both tubes; in 42, one; 
and in 4 cases he removed first the one and then the other. In most of the 
cases, adhesions to the ovary and surrounding parts were present, and in some 
adhesions to the bowel, or even perforation was present. These Martin regards 
as bad cases, aud 3 of liis 12 deaths were ascribed to this. In 1, tubercular 
lung mischief was present, but without tuberculosis in the pyosalpinx. 1 
died from cancerous cachexia from primary tubal cancer, 5 died from sepsis, 
and in 2 the cause of death was unknown. 

Martin does not wash out the peritoneum unless he cannot help it, and taps 
the distended tubes before separating them. 

He usually closes the wound fully, or drains either through the vagina or 
in such a way as to close off the portion requiring drainage from the rest of 
the peritoneal cavity. 

The Diagnosis of Commencing Cancer of the Portio. 

Stratz ( ZeiUehrift/ur Geb. und Gyniik Bd. xiii. Heft 1) points out that the 
operative methods of the treatment of malignant disease of the uterus have so 
far been tested by time, and we can now say with certainty that carcinoma is 
curable. Already have cases been recorded where women have enjoyed eight 
yeara of undisturbed health after operation. 

There is further quite a series of cases of special interest where, on post¬ 
mortem examination some years after operation, no traces of uterine cancer 
were found, while often in the ovary, pelvic connective tissue, etc., carcino¬ 
matous disease had established itself. One special case where Schroder had 
performed supravaginal amputation, had, on subsequent section, the scar and 
uterine remains free, but the whole pelvis filled with malignant masses. 

Stratz believes, therefore, that cancer is curable, and that the earlier the 
operation the better the result. He deprecates palliative treatment as only 
rendering radical treatment impossible, and condemns those who hold cancer 
incurable. It is of the utmost importance, therefore, to diagnosticate carci¬ 
noma early, and subject it to prompt radical treatment. 

He points out, however, that the early symptoms of cancer are so slight 
that women consult a specialist too late. The family physician has the oppor¬ 
tunity of being consulted early, and has the opportunity, therefore, of seeing 
the initial symptoms, such as increase in the menstrual flow,slight pains, and 
so on. A specially frequent and well-known symptom is bleeding after coitus. 
When for such symptoms one can exclude external influences, the question of 
cancer as their source must be considered. 

The early physical signs of carcinoma are not well marked, and it may be 
impossible to diagnosticate early malignant disease without microscopic ex¬ 
amination of the suspicious tissue. Huge and Ycit have shown that one can 
only suspect beginning cancer from symptoms: thi3 suspicion can be estab¬ 
lished by microscopic investigation. 

Stratz records some cases of early carcinoma, points out the difficulty of 
diagnosis by the naked*eye, and concludes that the important signs of early 
malignant disease of the cervix are: 1. The affected portion separates sharply 
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from the sound tissue. 2. One can see a difference in the plane of the affected 
as compared with the sound tissue. 3. The cancerous portions have a yel¬ 
lowish tinge. 4. The malignant parts are usually small, nodular, whitish- 
yellow prominences. 

Ok One-sided Hypertrophy of the Vaginae Portion of the Cervix. 

The hypertrophies of the supravaginal and middle portions of the cervix 
are believed to be brought about by traction exerted on these by prolapse in 
the vaginal wall. On the other hand, the hypertrophy of the vaginal portion 
is not evident, and has been attributed to the irritation of pessaries, to mas¬ 
turbation, or circulatory disturbances. 

One certain fact is that we get hypertrophy of the vaginal portion as the 
only form in nullipara}, while in parous women, and in the chronic metritis 
of nulliparce, the portio vaginalis is small; in the parous it is large. The 
hypertrophic processes are either simple or follicular; in the former all the 
elements of the cervix are involved, in the latter, chiefly the mucous mem¬ 
brane. Partial hypertrophies are associated with cervical laceration. Of such 
hypertrophies, that of the anterior lip is the most common, the posterior lip 
following next, and the lateral hypertrophies last. Simple partial hyper¬ 
trophies are, therefore, associated with lacerations brought about by labor. 
Follicular hypertrophy may exist in nulliparm, and is related, doubtless, to 
ectropion, is always partial, and is not so evidently associated with a preceding 
labor. Symmetrical follicular hypertrophy has not yet been observed. 

Stratz (TTebcr einseitige Hypertrophic des untrrn Cervicalabachnitte) takes up 
more especially one-sided hypertrophies. The only cases of any size are 
recorded by Cazeau, Tarnier, ar\d Huguier. Three cases are given by Stratz. 


Menstruation in Monkeys. 

Mr. Bland Sutton {Brit. Gynec. Journal, November, 188G) first considers 
menstruation in the human female. From an examination of the uteri of 
young females during gestation he has come to the conclusion that during 
menstruation only the epithelium of the uterus passes away; this 13 accompa¬ 
nied with blood and mucus. He criticises Dr. Williams’s view on the ques¬ 
tion ; but it 13 important to note, however, that Mr. Sutton does not define 
the mucous membrane of the uterus as Dr. Williams does, and that he makes 
no reference to the elaborate papers of Kundrat and Engelmann and Leopold. 
Dr. Williams includes the muscular fibre of the uterus in the term mucous 
membrane, and believes that the mucous membrane down to it— i. e. t the glan¬ 
dular mucous membrane—is removed. This is a superficial removal only 
when we consider his definition. The view advanced by Sutton differs little 
from that given by Leopold. 

In Macaque monkeys and baboons during menstruation Sutton has been 
able to show that the epithelial lining of the uterus is not shed, and that the 
amount of blood escaping is small. 

HO. CLXXXYI.—4JB1L, 1887. 38 
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